To explore the research culture of nurses and allied health professionals (AHPs) in the UK and the influence of a dedicated research strategy and funding. It is important to understand the culture in order to effectively promote evidence-based patient care. The primary aim of this research was to explore the influence of research-focused exposure on the research culture of nurses and AHPs in the UK and to identify whether there was a difference in the research culture between a research-focused and non-research-focused clinical area (City and
| INTRODUCTION
The National Health Service (NHS) in the United Kingdom (UK) has always been under pressure to improve patient care, despite limited resources. This was highlighted by the Francis Report (Francis, 2010 (Francis, , 2013 which focused on how the set-up of the entire health and social care system in England could aid or hinder nurses and other staff to deliver quality patient care. It illustrated the culture of the NHS and the impact it has on the ability of staff to raise concerns. Following the Francis Report (Francis, 2010 (Francis, , 2013 , the Nursing and Midwifery Council (NMC) produced a response clearly indicating that, first and foremost, the responsibilities of all nurses are to care for and to safeguard the public. The NMC (2013) stated that, through autonomous practice, nurses should be responsible and accountable for providing a safe, compassionate and person-centred, evidence-based nursing care that respects and maintains a patient's dignity and human rights (Nursing and Midwifery Council, 2013) . In 2014, Health Education England (HEE), in partnership with the Nursing and Midwifery Council, published a Research and Innovation Strategy for all healthcare staff: "The shape of Caring Review" aimed to build on its recommendations (Willis, 2015) . These initiatives had moved research activity and productivity up the healthcare agenda to improve patient outcomes.
The medical profession historically has been considered to be a much more research-focused profession with a research culture and mindset, when compared to nursing and allied health professionals.
Approximately 6% of the medical workforce in the UK are clinical academics who are involved in direct patient care whilst also undertaking research and teaching future generations of doctors. Around half of these individuals hold clinical professorial posts, which represent 3.4% of the medical workforce as a whole, with the remainder in training grades, developing their clinical expertise alongside their research and academic skills (Fitzpatrick, 2013) . The research culture and research capacity of nurses and AHPs have been underresearched and have been recognised as an international issue by several countries including Australia, the United States of America and the UK (Albert & Mickan, 2003; Department of Health, 2000; Frontera et al., 2005; Segrott, McIvor, & Green, 2006) . Also, nurses and AHPs were the professionals most often reported in the literature as being in the greatest need of increased research capacity, due to their weaker research skill and activity base (Albert & Mickan, 2003; Mant, 1997) . Moreover, there remained little empirical evidence about how effective the research culture was of nonmedical staff such as nurses and AHPs. This is of national and international importance for both professions. Hence, this study explored the research culture of nurses and AHPs based in two hospitals in the Northwest of England.
| Definition of terms
The term research culture is defined by Cheetham (2007: 5) as fol-
lows:
The research culture is the structure that gives [research behaviour] significance and that allows us to understand and evaluate the research activity.
A research culture is essential to research capacity building, and research capacity building fosters research culture (Wilkes & Jackson, 2013) . The DOH has adopted the definition of research capacity building (RCB) promulgated by Trostle (1992 Trostle ( :1321 (and as used in this study):
A process of individual and institutional development which leads to higher levels of skills and greater ability to perform useful research.
What does this paper contribute to the wider global clinical community?
• The findings showed that there may not be any difference in the research culture between professional groups.
• Importantly, new evidence is presented to suggest that there were crucial communication issues which were hampering the research culture and there was a lack of support at the middle management level which needed to be tackled to improve the research culture of nurses and AHPs.
• The study highlighted the need to include a whole-level approach in organisation to improve research culture and to include communication within the Cooke's framework if evidence-based practice is to influence the quality of patient care.
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| e1463 2 | LITERATURE REVIEW Since 1995, there have been policy initiatives in the UK to build research capacity amongst nurses and AHPs through a national-coordinated approach. However, the extent to which nurses and AHPs were actually skilled, interested, involved or had undertaken research activities remained unclear. Similarly, there has been large volume of the literature about evidence-based practice, but an absence of the literature on nurses and AHPs undertaking research (Woodward, Webb, & Prowse, 2007) . Review has identified the problems in developing research capacity including barriers and has looked at the evaluations for RCB activities (Conrad, 2008; Happell, 2008; Jenerette et al., 2008; Moore, Crozier, & Kite 2012) .
The existing literature in this field had mainly concentrated on the challenges of developing research capacity, rather than research culture, and had explored some evaluations for RCB (Conrad, 2008; Happell, 2008; Jenerette et al., 2008; Moore et al. 2012) . Also, these studies on RCB were carried out at various places internationally and within different clinical settings and different health professions (Moore 1997 , Segrott et al., 2006 . There are other studies which have looked at research barriers in academic settings (Daniels, 2002; Orme & Powell, 2008; Shera, 2008) , in different individual professional groups (Moore 1997 , Rosser, Godwin, & Seguin,2010 Waine, Magill-Evans, & Pain,1997) or in a specific area of health (Hassanein, 1988; Cooke, Owen, & Wilson, 2002; Frontera et al., 2005) . However, there have been no studies on research culture or capacity building which combine and compare multidisciplinary groups of nurses and AHPs together and which compare between two healthcare settings as this research study has carried out.
In the literature, there are other frameworks looking at different aspects of research culture, capacity and research use. The Estabrooks (1999) conceptual framework looked at the theoretical understanding of research use. The Promoting Action on Research Implementation in Health Services (PARIHS) framework (Kitson, Harvey, & McCormack, 1998) was developed to look at the implementation of evidence-based practice in the UK. However, the context assessment index by McCormack, McCarthy, Wright, Slater, and Coffey (2009) was developed because there was no established method for assessing "context" if using the PARIHS framework. In 2005, Cooke's framework was developed to measure the impact of RCB at four levels, based on six principles of RCB which were to:
• develop skills and confidence, • support linkages and partnerships, • ensure that the research is "close to practice,"
• develop appropriate dissemination, • invest in infrastructure and • build elements of sustainability and continuity.
This framework (Figure 1 ) included four structural levels such as individual, team, organisation and supra-organisation, which each of these principles can be applied. This was later used in a team-based approach to evaluate the RCB activities using qualitative methods as there was no quantitative scale had been existed based on this framework (Cooke, Nancarrow, Dyas, & Williams, 2008) .
Since then, Sarre and Cooke (2009) have developed indicators for these six principles. However, there was still no validated tool to measure research capacity or culture at all four levels, that is individual, team organisation and supra-organisation. In 2012, the Australian research capacity and culture (RCC) tool (Holden, Pager, Golenko, & Ware, 2012) was developed to quantitatively measure research culture based on Cooke's framework.
Research capacity and culture contained a number of statements relevant to three levels (individual, team and organisation), and items are scored separately for each level or domain. Although the supraorganisation level was not included in the tool, there were items in the tool relating to the supra-organisational domain. The respondents rate these items on a scale of 1 to 10, with 1 considered as the lowest skill or success level and 10 was the highest possible skill or success level.
In conclusion, according to the literature, RCC was the only validated tool available to measure the whole system approach to RCB activities. Hence, the RCC tool was selected as the best one to use to achieve the aims of this study. This Australian tool has not been used in any other healthcare systems, including in the UK. This thesis is the first one in the UK and outside Australia that used the tool and would therefore build upon the knowledge and evidence from the Australian RCC tool.
Organisation was considered to play an important role in developing research culture. When Snelgrove and James (2011) looked at the perception of graduate nurses on research and development culture in one of the Healthcare Trusts in the UK, it was found that participants who wished to conduct research were still hindered by organisational barriers and culture. Their study had two phases, phase 1 involving a questionnaire survey using a research culture index and phase 2 with focus groups looking at nurses' experience and barriers to research. Compared to this study, their study only used graduate nurses, and general nurses and AHPs were excluded F I G U R E 1 Research capacity building: a framework for evaluation (Cooke, 2005) e1464 | from the study. Lack of organisational research culture and education was seen as a main barrier in this study. It was interesting to note from their study that although graduate nurses had theoretical knowledge of research, this was not sufficient for them to actually carry out or conduct research. Also, as the nurses were not using their research skills and knowledge, it resulted in deskilling themselves and losing their confidence in research.
The research literature suggested that an organisation has an important role at different levels in developing an environment and culture that supports research. According to McNicholl, Coates, and Dunne (2008) , a paradigm shift in organisational culture is important in order to promote research. Ilott and Bury (2002) also state that an organisational culture shift is required to overcome the challenges of increasing research use. It also required good collaborative effort, participation and input from all sectors within the organisation. Bland and Ruffin (1992) pointed out that research culture is affected by personal as well as organisational characteristics. They highlighted that when a scientist has been transferred to a less research-active organisation, then his or her research output also became reduced. Bland and Ruffin (1992:385) identified 12 characteristics affecting research productivity which were:
1. Clear goals that serve a coordinating function; 11. Concentration on recruitment and selection; and 12. Leadership with research expertise and skill in both initiating appropriate organisational structure and using participatory management practices.
There was some evidence in the literature to suggest that there needs to be a close link between three levels such as individual, team and organisation to promote research culture. In other words, a whole organisation approach is needed to achieve and promote research culture. This is supported by a recent Australian study by Golenko, Pager, and Holden (2012) in which semi-structured indepth interviews were carried out with nine AHP senior managers.
The study concluded that research should be one of the important values of the organisation and managers should provide support through processes, structures and systems to advance research culture. Tanner and Hale (2002) also confirmed that support and facilitation of managers are very important to encourage a research culture. Williams and Lazzarini (2015) suggested that the organisation was in a better position to influence nurses' and AHPs' research capacity and culture by creating links between and across the different levels, such as individual and team. A whole organisational approach can aid in maintaining and developing a research culture. Support and facilitation from managers were also highlighted as another aid to improve research culture (Begley, McCarron, HuntleyMoore, Condell, & Higgins, 2014; Butterworth, 2010; Joffres et al., 2004) . The roles of research champions or research leaders were considered influential for research culture. Barriers to research culture in nurses and AHPs were organisational issues, such as a lack of research management and support, and lack of knowledge and experience of research, alongside other barriers such as staffing, clinical priorities, finances and managerial support that were outside their control (Clifford & Murray, 2001; Cooke et al., 2002; Daniels, 2002; Ried, Farmer, & Weston, 2007) . Clinical academic training programmes may aid in creating a prominent research culture throughout the NHS (Health Education England 2015) as a whole.
| AIM
The primary aim of the research study was to explore the influence of research-focused exposure on the research culture of nurses and AHPs in the UK and to identify whether there was a difference in the research culture between a research-focused and non-researchfocused clinical area.
| Context
This study explored the research culture of nurses and AHPs based in two hospitals in the Northwest of England. One of the hospitals was research-focused (City Hospital) and the other was nonresearch-focused (Riverside Hospital). For clarity, and to protect anonymity, the actual names of both hospitals have been changed.
The most research-active division of City Hospital is represented in this study as the "Seacole Division."
The City Hospital in this study was a large teaching hospital with university links, and the main area used for this study within the City 
| DESIGN
This was an empirical study using a mixed methodology, and therefore, quantitative and qualitative methods were used to substantiate and harmonise findings. However, there were no theories developed from this study. Quantitative methods used a cross-sectional Webbased survey to measure research culture using the research capacity and culture (RCC) tool , and the qualitative part was phenomenological design using focus group discussions and semi-structured interviews with senior managers.
| Survey sample
A convenience sampling type was used in this study because it was convenient to access the staff and facilities in both settings. The sampling used could also be considered as purposive sampling, as the aim was to focus on particular characteristics of the research culture of nursing and AHP staff and would enable staff to answer the research questions. As there was no formal hypothesis testing involved, a sample size calculation was deemed unnecessary for this study.
| Focus groups
The main reason for using focus groups in this study was to derive research data from groups of people, with more discussions and interaction. Also, it would have been harder, too, to undertake individual interviews of the nurses and AHPs as this would have clashed with patient care or had an adverse impact on patient care. The focus groups chosen in this study (the research-naive groups in City Hospital and Riverside Hospital and the research-active group from City Hospital) already existed.
Three focus group discussions were conducted. Two of them were interviewed by the research-naive staff in Ward A and Ward B, and the third group was interviewed by the research-active group of the City Hospital. Table 1 illustrates the designation of the focus group participants in this study, and all the participants were females. The research-naive group was a pre-existing organisational structure in the wards where staff members from different disciplines joined together to discuss the care of their patients, especially follow-up care and discharge care. Research was never an agenda item for discussion. However, the research-active group of the City Hospital was set up with the purpose of supporting staff. The aim of the group was to support nurses and AHPs in the hospital with a research interest to develop their skills. The group had been in existence for 3 years at the time of the interviews (2013). As there was already a representative sample of research-active staff attending this group, it was convenient to select the focus group participants from this group. The aim of this group was to develop and promote a group or community of nursing, midwifery and AHP researchers throughout the hospital, provide peer support for any studies that the nurses and AHPs were doing and address any difficult issues they faced to develop and do research in their day-to-day clinical roles. questionnaires in the responses; however, the missing answers differed in each of these two questionnaires. Therefore, the incomplete questionnaires were also included in the analysis for each level.
Missing answers were left as they were, for analysis purposes.
| Phase 2: Focus groups and Semi-structured interview
In phase 2, after the survey data collection, three focus group discussions were conducted. Two of them were interviewed by the research-naive group in Ward A and Ward B, and the third group was interviewed by the research-active group of City Hospital.
In Ward A and Ward B, there were established meetings for the research-naive groups to discuss the patient care pathways. The focus group discussion in Ward B was carried out as a comparator because Riverside Hospital had no influence from the BRC or strategy. The discussions for the focus group involved questions around current research culture, their views on research culture and the issues they identified on research culture, using the preplanned questions using the interview guide. The questions in the guide were However, this was used in the interview as a guide without the need to refer to the checklist explicitly. The interviewer gave some prompts in between and asked circumstantial questions depending on how the discussions progressed. The interview felt like a natural exploratory conversation. Both semi-structured interviews and focus group discussions were recorded onto the digital recorder.
Both focus groups and interviews were conducted with different group of participants, that is, research-active groups, research-naive groups and senior managers. For example, to understand the research culture, focus groups were used with research-active and research-naive groups, and semi-structured interviews were conducted for senior managers individually.
| ETHICAL ISSUES FOR TH E STUDY
The research project gained university and hospital approval to carry out this study. NHS ethics approval was not required as it did not involve any patient data. However, approval and governance checks were undertaken locally by hospitals and the university. For survey participants, there was no separate consenting process as their willingness to complete the survey was taken as their consent. A participant information sheet was provided for the focus group and interviewees, and informed, written consent was also obtained.
| DATA ANALYSIS
As this study has two methods, including qualitative and quantitative, methodological triangulation has been used in this study. Along with the survey results, both focus groups and individual interviews are combined in the qualitative data analysis of this study to explore the research culture more comprehensively.
| Survey result analysis
Phase 1 data analysis was completed using descriptive statistical methods, which helped to present the quantitative results in a meaningful way. The distribution of the categorical data in the RCC tool such as each item of research activity mentioned for individual, team and organisation level was analysed and presented in this study using percentage, median, standard deviation and interquartile range.
The RCC tool had a 10-point scale in which 10 was the highest skill and 0 indicated no skill. These 0-10 scores were analysed as ordinal data to match with the categorical data used in the RCC tool 
| Data analysis of semi-structured interviews and focus groups
The data analysis was combined for both focus group and interview data to develop common themes, and framework analysis (Ritchie & Spencer, 1994 ) was used to manage and sort the data systematically to generate themes. There were seven sections for the framework analysis process, and each one is explained below.
Transcribing the interview data;
2. Familiarisation with the interview;
3. Coding of the data;
4. Developing analytical framework;
5. Indexing or applying the analytical framework;
6. Charting data into the framework matrix; and 7. Interpreting the data (Ritchie & Spencer, 1994) .
Using NVivo, the interview transcripts were coded; however, after the first two transcripts were coded, around 92 codes were generated, which was not seen as an effective way of carrying out the coding process. Moreover, around 25 of the codes were only used once. Hence, it was decided to use Microsoft TM Word processor (manually) to generate the data and further data analysis.
| VALIDITY AND RELIABILITY
As this study has used mixed methods to cover a broad spectrum of issues related to research culture, this increased the generalisability.
For data collection, verbatim transcription was used to increase the reliability, validity and the veracity of qualitative data collection (MacLean, Meyer, & Estable, 2004 and Seale & Silverman, 1997) .
Another action to improve the validity of the qualitative data was rechecking the audio recordings. The transcribed data were rechecked by replaying the audio recordings of the interviews and reading the transcription again. The same process was repeated by another qualitative researcher, which added to the validity of the data. For veracity, the researcher always maintained trust and was transparent about the research study (Gillon, 1994) . To follow Kent's (2000: 64) rule of veracity, the researcher maintained: "an obligation to provide accurate information about the nature of the study when enlisting potential participants."
To enhance the reliability of the study, a number of measures were undertaken. For example, the RCC tool used in the survey was a valid and reliable questionnaire, developed in Australia . When the tool was modified for use in this current study, only a few words were changed in the titles of each section, without making any changes to the contents, such as changing "consumer" to "patient" and "organisation domains" to "hospital domains." Therefore, the validity of the tool was not affected. However, it was piloted and reviewed for any issues before the full survey was carried out by the researcher because of different context and geographical area (Australia and the UK). The pilot survey was carried out using a small group of 10 healthcare professionals including a few staff members, colleagues and supervisory team for the purpose of layout, format, grammar and content. The pilot helped to identify any problems or flaws and potential causes of confusion, such as any misleading questions which may have potentially resulted in invalidating the responses. Suggestions were also made to adapt the questionnaire to a more local context, and these were then incorporated into the survey questionnaire. Recording the interviews helped to obtain more reliable evidence and avoided any bias which might have happened if the researcher tried to recall or simply remember the conversation. This approach is supported in the literature by Gray (2013:624) who wrote: "in terms of reliability, it is fairly obvious that taped conversations will tend to present more reliable evidence than hastily written field notes." Reliability was further increased using triangulation in this study. As Arksey and Knight (1999) suggested triangulation is a strategy that can be used to strengthen the confidence in the results of the research finding.
Gray (2004) also confirmed that use of different methods to collect
the data in data triangulation would help in overcoming bias and any weaknesses that any individual method would have caused. As this study had collected data by different methods, the study was more reliable by reducing more personal and methodological biases.
Therefore, triangulation was used in this study to obtain different views about the same phenomenon and would result in increasing the validity and credibility of the study findings (Hussein, 2009 ).
9 | RESULTS
| Survey results
The total number of responses received for this survey was 224 giving a response rate of 24% (Riverside Hospital 22% and City Hospital 26%).There were a higher number of female participants in the Seacole Division, 87.5% compared to 85% in Riverside Hospital from the total respondents for each division (Table 2) . Male respondents were 12.5% (n = 18) and 15% (n = 12), respectively, for each hospital. The difference in this can probably be explained by the difference in the total numbers of male and female healthcare professionals nationally, as there always is a preponderance of female healthcare professionals in hospitals. was statistically significant between each levels. The same analysis was repeated for each hospital which shows that there was a correlation between each levels in both hospitals too (p < .0001).
| Qualitative data results
Following the framework analysis of the qualitative data, the themes were developed. These were then categorised as specific and generic. Specific themes were different to each of the three levels (individual, team and organisational), and generic themes were generic to all three levels.
Specific themes are as follows:
• Lack of skills and knowledge at individual level;
• Support at team level; and • Structures and facilities at organisational level.
The generic themes are as follows:
• Barriers and enablers of research culture; • Communication;
• Career pathways;
• External links and collaboration; and • Motivators
The interview participants, including the managers from both areas, highlighted the lack of skills and knowledge about research at individual level for both areas. They believed that even with a research focus, it was hard to say that the staff at individual level were empowered to conduct or discuss about research or what they knew about research. They also pointed out that, because of this lack of awareness, nurses and AHPs at the ward level may not ask patients to participate in research. One participant made the following comment:
We don't use the latest evidences in our practice because we are not aware of any recent studies or evidence.
(C3:10-staff nurse)
They also suggested there is lack of support at middle-level management, which could be addressed by establishing structures, processes and systems to facilitate research available at the middle level.
Senior managers from City Hospital also supported this by saying: There were a number of internal and external factors perceived as barriers and enablers in facilitating the research culture of the organisation at different levels. It was acknowledged that the motivators could be considered as enablers. These were mainly relationships with other organisations, workload pressure, staff shortages, lack of involvement from managers and peer and manager pressure.
Almost all the participants and managers listed the majority of these barriers. As with barriers, managers and focus group participants identified enablers as a theme, as reflected in the comment below:
I think we need to give people time. We need to build capability of people. You want people to be researchers to improve practice, which then impacts on patient care
and the quality and experience, but also we need people delivering direct care at the bedside. So we probably don't put enough resource in. (R4:7)
Both groups and even managers also suggested that communication is an important issue and that measures should be taken to improve communication between top (organisational) and bottom (individual) levels. These can be done by having a research link worker in each clinical area for research and having research as a standing agenda in team and staff meetings. It would bring up discussions about research amongst staff and staff opportunities to talk about and understand ongoing research:
We should actually have presence of research in our professional bodies, professional meetings, heads of nursing meetings, ward managers' meetings etc., it should be a standard agenda item which would bring up discussions about research and current evidences.
(R1:15-Ward manager)
There were also concerns raised by the focus group participants and managers in City Hospital about the lack of proper career pathways in research and hence lack of use of the skills acquired. It was also noted from the discussions that AHPs were more research active than nurses and that they tended to collaborate more with medical staff, depending on the nature of the project. Even the participants from Riverside Hospital arrived at the conclusion that AHPs were seen to be more research-active than nurses generally. Some indicated that the reason for this was the AHPs' personal motivation as gaining a master's degree was desirable for AHPs' career progression: 
| DISCUSSION
Even though the survey response rate was low, this is similar to the response rate of 24% from a previous survey carried out in City
Hospital. It is important to acknowledge that 24% is a better response rate than has been seen in these types of surveys where, for example, there was only a 6% response rate in Williams and Lazzarini's (2015) study using the RCC. To present the results of the study succinctly, the structural levels and RCB principles from Cooke's (2005) framework have been used.
The results of the qualitative part of this study identified the main themes which were divided into specific and generic levels.
The specific themes were lack of skills and knowledge at individual (2014) at City Hospital. As a result, this study has suggested some of the staff left the hospital due to lack of career progression. Therefore, the return on investment on the research focus and capacity building was too low. However, McMahon, Bishop, and Shaw (2000) acknowledged that in order to obtain the best return on investment in research capacity building, nurses who develop research skills should be given the opportunity to do so by providing a clear career pathway which integrates clinical and academic perspectives. This correlates with the principle of "sustainability of skills" as mentioned in Cooke's framework (Cooke, 2005) . Maintaining highly skilled people in the organisation aids the promotion of better patient care and the motivation of staff. Organisational policies and structures should support the career progression of its staff.
This should provide opportunities to apply skills and also to empower the "sustainability of skills" (Cooke, 2005; DOH 2000; Sarre, 2002) . Research awareness should also be cultivated during undergraduate training of nurses and AHPs.
Patients could benefit from the delivery of quality evidence-based care, staff would have a research-skilled person to motivate, advise and supervise them, and the organisation would be benefiting from a research-skilled member of staff to improve its own research performance and culture. Therefore, these individuals should be driving research in their own clinical areas as in Cooke's (2005) plinary "collegial research" (Blaber, Woltz, & Bautistia, 2013; Segrott et al., 2006) . This also tied in with Cooke's (2005) were not sufficiently confident to publish or present the results; this could be explained by a lack of support at team level (as explained earlier). Even though the mean scores on the above items were above 5 for City Hospital, being a research-focused organisation, City Hospital still had room for improvement by providing support.
Hence, City Hospital staff might have felt at the focus group discussions that they were not given enough support to present research findings. This area covers the principle of "Dissemination" from Cooke's framework (2005) . Moreover, dissemination for research findings was highlighted by DOH through its policies.
The survey tool only measured three levels of research culture.
However, there were survey items or questions in each level with a generic theme of "external links and collaboration." These items from the survey and the interview themes fit the supra-organisational level in Cooke's framework. The literature also suggested that a research culture involving partnerships and collaborations can provide access to more funding, resources and infrastructure Pickstone et al., 2008; HEFCE 2001 , Perry, Grange, Heyman, & Noble, 2008 . Many participants from City Hospital pointed out that having a stronger link within the organisation at different levels and collaborating with external agencies and organisations would assist in raising the research culture.
| Issues identified from this study
The study also identified issues associated with maintaining a research culture in an organisation. These are lack of communication and collaboration at three levels, lack of support from the managers at team level, lack of knowledge, resources and funding available at individual level, lack of time and increased clinical pressure and lack of career pathways.
| RELEVANCE TO CLINICAL PRACTICE
From the results of the study, more implementation plans could be put in place to improve the research culture of nurses and AHPs.
Having a strong research culture would help to develop an environment in the organisation that would enable and support creative work to generate new knowledge and that would provide researchers with opportunities to interact, collaborate with other organisations and grow. From this study, it may not be appropriate to expect too many direct patient benefits. However, by understanding the ways in which to improve research culture, there may be an increase in the number of publications, presentations and changes in practice.
Moreover, more people would come forward to research clinical issues. There would be a better appreciation of actual and potential gains for staff and patients, the healthcare organisation and its reputation, locally, nationally and internationally. By improving the research culture of nurses and AHPs, it might be postulated that patient care will be evidence-based and that this will improve the quality of care given directly to patients, thus increasing public confidence.
| LIMITATIONS
This is the first study that has used the RCC tool and interview methods to evaluate the research culture within City Hospital and in the UK, so a cautious approach should be applied when interpreting the results. The perceptions of senior managers, nurses and AHPs on research culture might be higher due to the promoting of change in the research at local level focus and also change in supporting the further development of nursing, midwifery and AHP strategies in City Hospital.
The poor survey response rate also may lead to biased findings due to nonresponse bias. As the survey collected data at a single point in time, it may be difficult to argue that the results from this study are generalisable without conducting more surveys at different time points. Because of the time and resource limitations in this study and the methodology adopted, only one survey was carried out. Therefore, it is suggested by this study that further evaluation is needed to assess the culture at different time frames to generalise the research findings.
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| CONCLUSION
The key findings from the study are discussed below.
| The key findings of the study
• This is the first unique and novel study that combined and compared both nursing and AHP.
• This is the first study using RCC tool internationally.
• There was a difference in the research culture between the research-focused and non-research-focused area.
• The research culture of the research-focused organisation was slightly higher than adequate.
• There were statistically significant differences between researchfocused and non-research-focused areas in their research culture at individual, team and organisational levels.
• There are no significant differences in the research culture of nurses and AHPs.
• A whole-level approach needs to be carried out to promote research culture with a focus on team level.
• A whole organisation approach can assist in developing an environment and culture that supports research.
• In both research-focused and non-research-focused areas, the organisational drive for publication and dissemination was low.
• There are a number of barriers, enablers and motivators for research, and more were identified by the research-focused area.
• There were similarities between research-focused and nonresearch-focused areas on barriers, enablers and motivators of research.
• Issues in communication failings and a wide gap in middle-level support were highlighted more from this study compared to evidences in the literature.
• The six principles of Cooke's framework along with communication element need to be implemented to improve the research culture of an organisation.
The discussions clearly pointed out that a whole-level approach 
